The time when mental illnesses were looked upon as a punishment for crime and when those who were sick were treated with exorcism and physical restraint has long passed. Of those sad times there remain only vague and unfortunate memories. Our contemporary society has witnessed the development of modern psychiatry which brings hope to all those who suffer from mental illness, as it provides all the facilities seen in other medical disciplines.
Coleman (6) provides a good historical review of the evolution and the progress of psychiatry in America. After a century of relative stagnation (excepting perhaps the first small mental hospitals built and operated around humanistic principles in the early 1800's), the discoveries of somatic treatments and the increasing knowledge of mental mechanisms derived from psychoanalytical theories, gave a solid push to psychiatry in the early 1930's.
In recent years attention has shifted from individuals to groups and social or community psychiatry has developed with such emphasis that it may now be considered as a subspecialty. Ruesch (15) makes an interesting and lucid statement about this: "what we know for sure is that the technological civilization and its handmaiden, the large scale social organization, constitutes the matrix of modern society and that the events of the last years have forced the psychiatrist into a new role. Willy-nilly he has become a change agent for smaller social systems; and in the process his focus is moving from individual to group, from ·Manuscript received June, 1968 'Director. OutPatient Department of Psychiatry, University of Ottawa.
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Canad. Psyehiat, As•• J. Vol. 14 (1969) psychopathology to social pathology, and from psychodynamics to social dynamics. Consequently his methods of intervention are shifting from the traditional one-to-one relationship to multiperson interaction, and from treatment to preventive medicine." Practical realizations have, in many ways, caught up with the stream of those theoretical considerations. There has been a rapid development of mental health clinics, day and night care centres, psychiatric facilities in general hospitals, and concurrently the latter have opened the door of their emergency services to psychiatric cases. In attempting to expand the gamut of psychiatric services, we must consider the possibility of improving our emergency psychiatric services so that they provide not only a much needed direct service to the mentally ill but also emphasize prevention as an important goal.
The concept of crisis and preventive intervention must be considered when discussing emergency treatment and preventive measures. Caplan (4, 5) has been keenly interested in this subject and has dealt extensively with its many facets. One might refer as well to the excellent summaries of Szyrynski (18, 19) dealing with the theory from a general viewpoint and more specifically in its possible application in criminology. Situations of crisis arise in the course of every individual's life, occurring in the face of stress, either during certain periods of development (developmental) or in the face of unexpected traumatic experiences (accidental). Developmental crises can be triggered when beginning school, attending college, getting engaged or married, giving birth to a first child, tackling a first job, etc. Among accidental crises: illness, hispitalization, death of a family member, loss of work or fortune, separation from a significant individual, entering a new country as an immigrant, incarceration, etc. Here we do not emphasize differentiation between 'normal' individuals and psychiatric patients proper: the latter of course are more vulnerable and their crisis can be purely 'intrapsychic'. In the face of stress a pattern of defensive mechanisms is mobilized, usually resulting in important reorganization of adjustive mechanisms. Such reorganizations may lead to growth or regression of the individual's mental health level. It is recognized that proper intervention can result in adequate resolution of the crisis with healthy reorganization of the personality. Important aspects of technique are immediacy of therapeutic intervention, the directive reaching-out attitude of the therapist, emphasis upon facing the current reality stress and discouraging escape mechanisms, such as denial or projection or meaningless activity.
Individuals in a state of crisis, usually accompanied by members of their family, are frequently encountered in the emergency departments of general hospitals. How do we define an emergency in psychiatry?
Such a question too often produces a convenient answer: 'when a person becomes a menace to himself or others, briefly suicidal or homicidal'. However, for the experienced observer, this is hardly satisfying. Clear-cut genuine suicidal or homicidal cases are not only difficult to identify, but relatively infrequent in the emergency department of a general hospital. More often one is dealing with a complex and unique situation involving a number of persons among whom, ironically enough, the patient may be the lesser important as a focus of our efforts to resolve the problem. In effect, contrary to the traditional office interview situation, the patient and interviewer are not the sole actors: either relatives, friends, police, clergyman, social agen-cies, not to mention the hospital staff, become very much part of the theatrical scene on the 'emergency stage'. Granted that one person, the patient, is identified as the main source of the trouble, but we are dealing with a group of people in conflict or crisis, producing at a particular time and to varying degrees, a disturbance in the community. Perhaps it is the complexity of the situation, with its troublesome difficulties in its evaluation and management, which brings some of us to the discouraging conclusion that there is no such thing as an emergency in psychiatry. Unfortunately it is difficult to rationalize away the fact that a great number of distressed people cry for help at the doors of the general hospitals' emergency departments. In spite of its vagueness and broad scope, the following definition of the word 'emergency' (found in the medical dictionary) might be the most appropriate: "an unlooked for or sudden occasion; an urgent or pressing need; an accident".
It is doubtful whether psychiatric cases in an emergency department of a general hospital are popular, At best they are tolerated. For the psychiatrist who usually works in an orderly fashion with predetermined appointments and conference times, it is an intrusion usually unwelcomed. The emergency staff, constantly harrassed with medical-surgical urgent situations, has little patience with a disturbed patient and his family or friends, and is frequently at a loss to find room for them. How often we find ourselves conducting an evaluation standing in corridors, crouching or leaning within the paraphernalia of emergency departments. Usually the patients come to us under pressure, hostile and belligerent. There are no polite telephone calls to secure an appointment nor detailed reports from helpful referring physicians or agencies and no waiting list. One might say: a rather egodystonic situation in our traditional ways of handling psychiatric problems.
Our reluctance to speak of one patient or one case in the emergency department then becomes clearer. Preferably the situation is best described as a field of activity which is pathological or in disharmony with community st~ndar~s. T~lOse situations are remarkable m their umque and complex aspects, even their element of surprise, and certainly are not lacking in interest. Such pathological phenomena are usually vivid and intense, and are seen at their very onset before they have been structured or encapsulated by a waiting period, a prearranged date or time of interview and the ordered procedure of the interview in a psychiatrist's office. Let tIS consider a few examples. A young woman separated from her husband is brought to the emergency department by two female friends with whom she has been sharing a small apartment during the past few days. Her friends eagerly pour out information ai~ed at pro~ ing without a doubt that this .w~ma? IS in acute need of help and hospitalization. Descriptions given are in t~e order of severe agitation, sleepless mghts when she talks to herself and sings wildly, erratic behaviour: in short, acute psychosis. In spite of the physicians gr~~i~g doubts after seeing a calm neganvisnc patient, he is pressured into admitting her. A few hours later an angered husband comes to the 'rescue', and after she signs her own release she walks out in a very aloof and dignified manner. We can recall an instance when two parents brought their 16-year-old dau.g~ter at midnight, demanding her admIss~on. It soon transpired that the young gIrl had simply exploded in anger a~h?me that evening, a unique and first incident for a schizoid and sensitive adolescent who had never dared rebel against parental authority. It took a good hour of conselling and reassurance for the begrudged parents to return home with their daughter. Another 17-year-old adolescent, expelled from school because of her inability to function in a state of acute anxiety, in desperation comes to emergency with her parents. Support is provided, tranquiIIizers given and arrangements made for a referral to the outpatient clinic, although because of the long waiting list this is hardly appropriate for the girl's urgent immediate needs.
The outpatient department of psychiatry conducted a pilot study of 350 patients who made 408 visits to the emergency department of the General Hospital during a period of eight months. While relying on the material obtained from the :files of the emergency department and following a pertinent review of the literature related to patients who pay an emergency call at the hospital, we attempted to answer the following questions: 1) what are the individual and socio-cultural characteristics of those pa,.. tients who seek help at the emergency department of the General Hospital ? 2) what is the nature of the problem which brings them to the emergency? 3) how can we best meet their needs and provide them with an adequate service aimed at the resolution of their problem, prevention of relapse, and maintenance of a healthy adjustment in the community? 4) does the present psychiatric emergency service fulfil those needs, and if not, what type of service could be organized to provide treatment and prevention, and at the same time contribute to teaching and research?
Various characteristics of our patient population have been studied, and they are illustrated in Table I .
When we consider the age of the population under study, we note that 80% of the patients are less than 50 years old, 50% having an average age of 30. Evidentally we are dealing with a young adult populatio~. The dis~ributi~n of t~e patients according to t~eIr age IS n~t I? itself remarkable, but It becomes SIgntficant when their status is taken into consideration, since there is an unusually high proportion of unmarried individuals, who we know are more vulnerable to Vo1.14, No.2 With the information available it is difficult to describe a prototype patient of the emergency department. However, it is evident that we are dealing with a vulnerable population whose individual resources, either studied at the personality level or seen from a social point of view, is seriously handicapped. It follows that a psychological or social stress, even benign, can trigger a crisis situation in these patients.
Patients presenting at the emergency department usually come accompanied by parents or friends, but also frequently seek help on their own and occasionally are escorted by the police. Those observations are interesting since they indicate that the relatives of the patient, or again the patient himself, usually recognize the existence of a problem, and mobilize their resources to find a solution,
The residence of each patient was plotted on a map of the City of Ottawa, and it was immediately noted that close to 60% of the population under study lived in the immediate vicinity of the hospital, which has been called 'proximal area'. Proximal area: -hypothetical sector of the community which would be serviced by the Ottawa General Hospital. Limits of the proximal area: West: -Bronson Street;
East: -Limits of the City of Ottawa; North: -The Ottawa River; South: -Capital, St-Georges, and Rideau wards. It is interesting to note that the majority of patients instinctively chose the psychiatric service closest to their home. Such a grouping or clan spirit in our patient population may be seen as a sociocultural phenomenon which can be exploited in the organization of psychiatric services in a Metropolitan area. It certainly speaks in favour of a community program which would divide a city or district in sectors depending upon the localization of the various psychiatric services, existent and future. A final observation of the residential distribution of our patient population reveals that the greatest majority of the patients live in city areas which are socially and economically deprived.
The disposal of cases is found particularly interesting in its high incidence of admissions, and the negligible percentage of patients who have responded to a referral to the psychiatric outpatient department (Table II) . Here, we can only formulate hypotheses which are not verified. There might have been some abuse in the choice of admission as a solution, since there are few other alternatives in the management of a case in the emergency department, due to inadequate service, shortage of personnel, etc. Twentythree per cent of those patients were referred to the outpatient clinic with its slow procedures and waiting list but only eight per cent kept their first appointment: evidently this service responds poorly to the needs of patients seen in the emergency department.
No particular comments emanate from the diagnostic classification shown in Table III , and we are inclined to believe that diagnosis is a minor factor in the mobilization of a patient to the emergency department, and in the decisions taken as to the case disposal. A calm and submissive psychotic patient can remain in his family setting for a long period but on the other hand, an agitated neurotic patient in a state of acute anxiety can rapidly mobilize his relatives or friends to rush him to the emergency department, and in an ambulance at that. A similar paradoxical phenomenon can be observed in the disposal of the cases: the first patient can be returned hime with his parents or friends, while the second can manipulate and effectively obtain his admission in psychiatry. Fig. 1 provides a summary of the therapeutic disposal of cases, illustrated with the help of circles and percentage sectors. It indicates that in more than 9 -2.2% 91 -22.3% 50 -12.4% Came to 1st appointment = 94 -23% -38 -40.4%
Did not keep lst appointment = 56 -59.6% 50 per cent of cases the therapeutic follow up, following initial evaluation in the emergency department, remains a complete enigma. It is probable that no psychiatric treatment was provided in the majority of cases. Even if it was assumed that those patients did not need treatment or had no true psychiatric problem, it remains that therapeutic intervention would have preventive and educational value.
This study is concerned with the community rather than the individual, and whoever is interested in community psychiatry is also interested in concepts of prevention. Prevention is a popular word in psychiatry nowadays. Seminars, workshops, conferences of various sorts, television and radio programs, involving a variety of respectable members of the community, abound. Such education of selected segments of the community has its merits, but perhaps excessive importance is attributed to it. One wonders at such conferences, whether discussing a case or perhaps establishing principles of mental health with groups of workers from various fields: "who is treating whom?" It may be that those participating in the conference derive more benefit and gratification than the patients or clients who are the object of their discussion. We may consider that such educational measures reach only a minor portion of the population, and are beyond the proper understanding of the low socio-economic classes. It is said in French: "venture «ffame n' a point d'oreilles." ("A starving belly has no ear"). Concerned parents and relatives coping with a psychotic daughter are not receptive to group discussion on mental health: they expect proper treatment for their daughter and opportunities to discuss the situation with a competent professional person. A labourer whose depressed wife is immobilized at home wants immediate help to restore his woman to her previous healthy adjustment. A college professor in an acute anxiety state will soon have his wife clamouring over the telephone for help, and a recent workshop on mental health will have become quite meaningless. Now one might say: those are sick people; where does prevention come in? Yet it always seems that various persons, even groups in the patient's life, are involved. Is it not precisely those people who are in greater need in terms of prevention and education? Excellent preventive goals could be achieved through counselling and education while providing a necessary direct service. The latter becomes the motivating factor towards the learn-ing of prevention. This is all the more important if one accepts that a frequent causal mechanism is found in the environment and especially in pathological attitudes and behaviours in the persons who are close to the patient and his life situation. Such means of prevention are carried out mainly at the secondary and tertiary level as defined by Caplan (4, 5) but they can play a role at the primary level as well.
An active program of prevention where the doors would be opened to the mentally ill and his family would involve primarily patients of low socio-economic status, and our pilot study has clearly shown that we are dealing with such patients. It is interesting to review the literature dealing with the psychotherapeutic management of patients of low social class.
Frank et at (8, 9) querying as to "why patients leave psychotherapy", conducted a serious study of 91 psychiatric outpatients, and in their conclusions emphasized the following factors in order of importance: social class, education and occupation, fluctuating illness with manifest anxiety and readiness to communicate distress. The same group at a later date after studying placebo re-activity with over 100 patients, observes that favourable response or improvement is primarily related to the level of initial distress (specifically anxiety and depressive symptoms); and moreover, that maximal response occurs promptly, within the initial day of the interview, and is due to the total situation rather than to the administration of a placebo. Overall and Aronson (13) conducted a study of 40 patients of lower socio-economic class, relative to the high drop-out rate of 57% after the initial interview. They stress the importance of these patients' expectations, mainly that of a medical-psychiatric interview with a therapist generally assuming an active but permissive role. Cognitive factors, that is the patient's conception of therapy and the procedures involved, may play an important role according to the authors; hence the importance of educating the patient during the initial hour as to his role and expectations and those of the therapist. One finds an interesting statement in this article made by Hunt (10): "we must consider the possibility that psychotherapy, at least as presently constituted, is a treatment process the efficacy of which is confined to middle and higher class patient populations". Baum and Felzer (2), in their study of "activity in initial interview with lower class patients" confirmed that their statistics compare favourably with the national average of 60 per cent drop-outs as compiled by Bahn and Norman (1) . Here are some of their comments: " ..generally, the lower socio-economic patient with his poor motivation, lower intelligence, lesser education, chronicity of problems, etc., does not participate readily in this 'talking process'. This arouses resistance and rejection on the therapist's part which manifests itself in different ways. It has been our belief that meaningful flexible activity on the therapist's part in the early interviews will cut down the high drop-out rates." Such studies have led to an increasing awareness of the short-comings of conventional long-term and so-called intensive psychotherapy, especially as it applies to the therapeutic expectations and needs of the patient of lower socioeducational level. Researchers in the field, those previously mentioned and others such as Stone (17) and Rosenbaum (14) , have gradually brought to light principles and techniques of brief and emergency psychotherapeutic management. Tannenbaum (20) , who provides an excellent description and review of the techniques involved, states: "in addition to psychotherapy itself, the term 'brief therapy' encompasses all forms of therapy available within the said number of visits (five to ten sessions): social services, case work, family therapy, medication, and referral to other agencies." Regardless of the con-ceptual model advocated (psychoanalyticalor other), some factors are stressed as having primary importance in conducting successful brief psychotherapy. Conditions of stress, that is overt manifestation of anxiety and/or depression, must be present in the patient who is a candidate for brief therapy, regardless of the underlying diagnosis. It is essential that the therapist yields to classlinked expectations; as Yamamoto (22) wrote: "a cardinal principle of education states that one starts where the learner is." . The therapist plays a directive authoritarian role, "acting out the expected role of the benign authority."
A little more than a decade ago the first walk-in emergency clinic was opened. No doubt it came in response to the growing demand for psychiatric treatment, and as a consequence of the failure of traditional clinics to resolve the problem of indefinitely long waiting lists, meticulous screening procedures and reliance on long-term therapy. Coleman and Zerling (7) gave two absolute rules to the functioning of the clinic: 1) there must be no waiting list 2) the cardinal therapeutic tool must be brief therapy. A few years later, a follow-up study (21) of 138 patients tended to support the original assumptions endorsed by that pioneering clinic: 1) that brief psychotherapy often offers tangible help to many patients (at least restoration of the previous effective defensive patterns) 2) that availability of prompt treatment might prevent hospitalization or further decompensations (at least twenty patients would have been hospitalized on their initial visit). It is furthermore interesting to note that less than 10 per cent of the total clinic population during the year under study were referred for longterm psychotherapy. A study by Normand et at (12) conducted in a walk-in clinic located in a highly deprived community was particularly interested in the acceptance and the utilization of its services by low-class patients. The selected data on 682 patients supports the authors' hypothesis that a psychiatric facility of this type is an effective tool of community psychiatry, and that a significant number of 'deprived' people seek help for 'psychological' problems.
Schwarz and Tyhurst (16) organized a 24-hour emergency psychiatric service in the Vancouver General Hospital, and studied data obtained during the first four months of three successive years. Their findings emphasized the sources and disposition of emergency psychiatric consultations. The percentage of selfreferrals remained the same during the period of study, but the increased public awareness of the availability of that service resulted in a marked increase of the total number of referrals. One of the major changes observed was the increased number of referrals from the police. The general hospital was able to provide services to an important proportion of the patient population, and over the two-year period the percentage of patients transferred to the Provincial Mental Hospital was reduced by more than seven per cent. Of interest was the difficultv encountered in the four-fold increase' of referrals to the outpatient department: the setting up of a 'short term follow-up clinic' appeared to have resolved this problem. The authors stress the unique opportunity offered by this psychiatric emergency service for the teaching and training of residents. "... a wide range of clinical situations which arc not available in any other area of the training program are presented to the resident for quick and effective resolution."
Recent literature continues to indicate that interest in the brief emergency type of services in community psychiatry is growing, and recognition of its benefits is now an acknowledged fact in man~T areas: whether in actual services rendered, prevention, teaching or research. Levy (11) has developed brief psychotherapy in six highly structured sessions which has been effective in preventing institutionalization. Zusman (23) WM made a part-time member of the emergency room department in a 600-bed hospital, and reports favourably of his findings and impressions from the first year of this program. Behrens (3) reports on brief home visits by the therapist in the treatment of the lower-class patients, and discusses the better understanding of family dynamics, improved patient-therapist relationships, and the prevention of hospitalization in the use of this technique.
In a presidential report to the Ontario Psychiatric Association, in January 1967, Chalke deplores the lack of adequate provision of psychiatric emergency care. Roberts, in his presidential address to the Canadian Psychiatric Association two years ago, mentioned that we must guard our psychiatrists against reversing the accepted priorities of medical care and concentrating our efforts and skills on elective treatment of less severe disorders.
A well-organized emergency service, structured and functioning along the lines of a walk-in clinic, appears to be a worthwhile approach in the organization of a community psychiatric service.
1) Diagnostic services (especially in its function of 'screening' for other departments of psychiatry), and therapeutic services would be of unquestionable value: we need only consult the opinion of our colleagues in other fields of medicine to be convinced, since they complain with reason of the difficulties in obtaining rapid consultation and service in the occurrence of acute psychiatric problems.
2) Although we must recognize the limitations in our knowledge of causes of mental disorders, it is probable that such an emergency service or clinic will play an important preventive role. At the beginning, this role would be felt primarily at the secondary and tertiary level; but we can anticipate that many professional groups such as social agencies, clergy, court etc., would gradually use such a service as a source of information and education.
3) The possibilities of research, especially in the area of social and community psychiatry, are varied. For example, it would be interesting to study the movement of patients who come to the emergency department of the General Hospital during a period when a wellorganized emergency service is in existence, as compared with the period of this pilot study. 4) Such an emergency clinic could contribute to a teaching program as it has been demonstrated by Schwarz and Tyhurst (16) , who have had a similar experience in Vancouver General Hospital.
Resume
Une erude-pilote a ete menee sur un total de 350 patients ayant effectue 408 visites a la salle d'Urgence de l'Hopital General d'Ottawa dans l'intervalle de huit mois. Le but de ce travail est de voir a-) comment Ja salle d'Urgence repond aux besoins des patients psychiatriques b-) la facon dont ces demiers utilisent les services mis a leur disposition et c-) comment ameliorer les dits services.
Les patients de cette etude etant en grande partie de classe socio-culturelle faible et de moyens economiques bas, des compilations et une revue de litterature traitant de ces patients et de l'approche therapeutique a utiliser avec eux, ont ete faites. Ces compilations et la litterature montrent que les patients de cette classe sociale repondent mal a une psychotherapie a long terme, et que la meilleure facon de venir en aide a ces patients est de leur offir un service immediat et adequat lorsqu'ils sont vus etat de crise. Dans ce contexte, les auteurs de cette etude' envisagent l'ouverture d'une clinique d'Urgence (genre walk-in) come celles deja en service a l'Hopital Jacobi de New-York, a I'Hopital General de Vancouver et au centre medical Albert Einstein. Cette clinique fonctionnerait d'apres les principes deja etablis par les pionniers dans ce domaine, c' est a dire, 1-) qu'elle n'aurait pas de liste d'attente et 2-) que la psychotherapie serait breve et a court terme (5 a 10 seances).
Outre la rapidite et la qualite de service qu'elle offrirait a un plus grand nombre de patients, cette clinique telle que concue aurait aussi l'avantage de faire de la prevention, de l'enseignement et de la recherche dans le domaine psychiatrique.
